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INTRODUCTION
• Acute myocardial infarction (AMI) and heart failure (HF) are prevalent
 conditions with substantial in-hospital and post-discharge morbidity and mortality
• In 2014, the American College of Cardiology (ACC) launched the Patient
 Navigator Program (PNP) to assist 35 acute care hospitals in the implementation
 of transition-care strategies aimed at improving in-hospital and post-discharge
 outcomes for AMI and HF
 • The program required hospitals to develop AMI and HF improvement goals
  based on facility-specific baseline measure results
 • The program facilitators at the ACC provided PNP support structures, processes
  and services to enhance hospital success 
• Of hospitals, we previously reported variation in care delivery and in 30-day
 re-hospitalization rates; however, it is unknown if hospital-based communication
 methods and the number of methods used per site were associated with program
 outcomes (30-day rehospitalization and in-hospital risk adjusted AMI death) and
 AMI and HF process metrics. 
Purpose: To prospectively examine if 2-year outcome and process metrics were based 




• The ACC PNP engaged 35 acute care hospitals in setting goals and implementing
 strategies aimed at improving structures, processes, and outcomes of
 transition-care for a 2-year period
 • Outcome and process metrics were prospectively collected 24 months after
  program implementation
• After 2 years, sites prospectively completed surveys on 5 communication
 services.
Communication Interventions (dichotomous survey responses; Yes vs No)
• 5 site-specific communication methods were assessed that were aimed at
 facilitating communication among different transition care team members, clinical
 unit personnel and leaders:
 1. Sharing quality improvement/transition care meeting minutes 
 2. Regular team meetings 
 3. Regular conference calls 
 4. Use of shared checklist(s) 
 5. Use of the electronic medical record (EMR)
• Communication interventions used; number, by site
Outcomes and Data Collection: 
• All outcome and process performance metrics had standard inclusion and
 exclusion criteria.
 • Some data were derived from the Chest Pain - MI Registry. 
• Sites provided data for HF measures via medical record review.
METHODS
• Each hospital site had designated personnel responsible for submitting data to a
 Chest Pain - MI Registry web-based data collection tool.
• Each hospital provided a minimum of 60 patient-cases per quarter, 30 AMI and
 30 HF.
• Baseline data were collected between July 2013 and August 2014, based on
 when hospitals entered the program.
• 24-month data were collected between October 2016 and March 2017, based
 on when hospitals completed 2-years of program participation.
• At each hospital, the site coordinator completed a survey in 2017.
• Specific Outcomes — Change at Year 2, Compared to Baseline in:
 • Outcome Performance Metrics
  • 30 day unadjusted readmission for AMI
  • 30 day unadjusted readmission for HF
  • Risk-adjusted in-hospital death, AMI
 • Process Performance Metrics
  • Left-ventricular systolic dysfunction (LVSD) evaluation
  • HF patients identified prior to discharge
  • Beta-blocker for patients with LVSD
  • Angiotensin-converting enzyme inhibitor/angiotensin-receptor
    blocker (ACEi/ARB) for patients with LVSD
  • Medication reconciliation documentation on admission, for AMI and
    HF patients
  • Medication reconciliation documentation at discharge, for AMI and 
    HF patients
  • Medication reconciliation documentation on admission and at discharge,
    for AMI and HF patients
  • Follow-up appointment scheduled in 7 days of discharge, HF patients
  • Self-care education provided to AMI and HF patients
  • Documentation on all prescribed medications
  • ST elevated myocardial infarction (STEMI) performance composite
  • NSTEMI (non STEMI) performance composite
  • Overall defect-free care, AMI
  • Risk-adjusted in-hospital death, AMI
  • Cardiac rehabilitation patient referral, AMI
Statistical Analysis
• To examine the associations between use/nonuse of the communication themes
 and the change in 30-day unadjusted AMI and HF rehospitalization, in-hospital
 risk adjusted AMI death and 14 AMI-HF process metrics from baseline to
 2-years, Fisher’s exact test was conducted.
• All tests were 2-sided, and p< 0.05 was used to determine statistical
 significance.
• All analyses were performed using SAS version 9.4 (SAS Institute Inc.; Cary, NC).
RESULTS
One-on-one quality improvement/transition care meeting minutes shared
• At year 2 assessment, compared to baseline, there was a trend toward delivery of
 more AMI and HF patient education on treatment regimen (self-care plan) and
 when to call the health care provider; yes, 100% versus no, 66.7%, p=0.08.
Regular team meetings with physicians
• There were no differences in any process or outcome metrics at 2-year
 assessment, compared with baseline
Regular conference calls with leaders
• There were no differences in any process or outcome metrics at 2-year
 assessment, compared with baseline
Use of shared checklists
• There were no differences in any process or outcome metrics at 2-year
 assessment, compared with baseline
Use of the electronic medical record (EMR) 
• At year 2 assessment, compared to baseline, EMR-directed communication was
 associated with:
 • A greater likelihood of discharge medication reconciliation 
 • A greater likelihood of prescribed medication documentation
 • A trend toward greater documentation of prescribed medication instructions, when
  and how they should be taken and about changes in medications; Figure 1
Number of Communication Techniques
• Sites that used 2-5 vs 0-1 communication types were:
 • More likely to identify patients with HF pre-discharge 
 • More likely to perform discharge medication reconciliation 
 • More likely to complete education documentation 
 • More likely to complete medication instruction documentation 
 • Less likely to improve STEMI performance composite scores; See Figure 2
Figure 1
























• In a geographically diverse cohort of 35 hospitals treating patients with AMI
 and HF,
 • Communication methods may not have been adapted at the rate expected for a
  quality improvement transition care initiative steeped in team collaboration.  
 • Use of 2-5 methods of communication (versus 0-1) by Patient Navigator
  Program hospital teams was associated with greater likelihood of process   
  performance metrics with higher completion rates; except for STEMI
  performance composite. More communication methods may reflect a need for
  improvements—with the hope that better team communication would lead
  to improvements. 
• Process and outcome metrics that were unchanged may have been underpowered
 to detect differences. 
• Many performance metrics of interest, especially outcome metrics, did not change
 from baseline based on communication methods or number of communications
 methods used. More research is needed to discern factors associated with
 transition care team communication.
Limitations
• The Patient Navigator Program was not a randomized clinical trial
• Reported data represent observational process/outcome metrics and
 site-coordinator perceptions to survey questions 
 • Relationships are confounded by measured and unmeasured variables.  
• Because there were not concurrent control hospitals, secular trends could account
 for some or all of the findings.
• Our findings reflect performance at only 35 hospitals that voluntarily participated
 in the Chest Pain - MI Registry and received funding to participate. 
 • Findings should be interpreted cautiously since other hospitals might not be
  able to implement or maintain a similar program. 
Figure 2
Number of Communication Methods























p=0.018 p=0.021 p=0.041 p=0.019 p=0.036
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